. ) . L S -
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —83-001450
DEPARTMENT OF ‘RUBLIC HEALTH AND WELFARE | :

oo SYATE FiLE NUMBER
. . Registration District Mo.-_________ £ Jf ~Primary Registration. District . No. _[._Q__g_.aezleglslnr'l No. _—.3454 ’

1. PI.A';_EQ!;DEA‘IH 2. USUAL RESIDENCE (Where deceesed lived. If instinution: Residence before

a. COUNTY 3. STATE . b. COUNTY admission)
Jac Csow IS ovs v )q&ksma

b. C‘I)TY {If outside corporate limits; give TOWNSHIP only) Length in 1b e CITY Inside Limits
-angt’ oR. 3ide
TOWN . OWN [~
{a.n‘aa_c. Q. ‘\wa T N'L/c\n,;cus @, Yes 0 No L1

c. FULL NAME OF [If NOT in hespital, give Ibcation) Inside Limits d. STREET [If outlide, give |ocation) Reside ‘on_Farm
HOSPITAL OR ADREELS ! ! side on_ Far

INSTTUTION S} L akeon boagrday Y™ MO o500, d oo Yo NoJX.

. Fx;o?;raf,cﬂSEn First - 'Middle . L?“ 4. DéQFTE Month Day
' 6U6TAVUS FRBDBRMILBE TRU [ DEATH I 2.5
5. SEX. ‘ ' :6. 'COLOR OR RACE 7. Mérriéd [J  Never Mafried [] |8: DATE OF.BIRTH | 9. AGE (last birthday} | IF'UNDER T YEAR |'IF UNDER 24 TR
f Wido_w_e_d_ﬂ Diveorced [ /Q_-Io _71’ qo Mﬁs Days: Hours I Min.
10a. USUAL GCCUPATION (Give Wind of work, done -| 106, KIND-OSEPSIRESLAR [NYWFBRY| 11. BIRTHPLACE (City and state or country} | V2. CITIZEN-OF WHAT COUNTRY

e Lt e LR TR A T CREOI T RSN ST Lowis, Mo | W.S.H.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME : 14. NAME OF:HUSBAND OR WIFE

Uni{mes w Un K Now NeELL GonTirrr BeryTrRup

: 15. WAS'DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
(YNgx,dr.«unkr_mv_vn) ,(lf yes, give war o dates of servi ’D. W, Newcomer's Sons Kansas City,MO

18. CAUSE OF DEATH (Enter. anly one- uuu per. line ANTERVAL BETWEEN
_PART |. DEATH WAS CAUSED BY: TN Al DEATH

IMMEDIATE CAUSE(a) _ GA-S TRIC . HE/‘?&/?W”/?‘G’E

Conditions, if any, DUE YO (b}
which 'gave rise o
above cause (a)
.stating the under.
lving cause last. | DUE TO (¢}

PART, . OTHER SiGNIFICANT CONDITIONS CONTRIBUTINB TO DEATH but not ralaled to: the terminal _ | PART lI|.. If deceased was female was
disease conditiop giveg in PART | there a pregnancy in last 0 days.

“”MWJW |']:[ Yes I O'Ne I ] Linkn@n'

1% 'WAS.:AUTOP-SY [-26a. ACCIDENT  SUICIDE "20b, DESCRIEE HOW INJURY OCCURRED. -{Enter nature of injury in:PART | or PART'H of item 18.}
PERFORMED? " a (] 0
YES O NO[J

20c: TIME .OF Hour Manth; Day, Year
INJURY am. o -
S p.m. )
: NTY
CCURRED Z0e. PLACE OF INJURY .(e.g;, in or ehout home, |20f. CITY, TOWN, OR LOCATION coul
0. wdH%YAoT \ggRK farm, factory, street, office bldg:, etc)
NOT WHILE'AT WORK [J

V5 300
Rev. 4/59
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,qs-? - ; IQJ.:EL@&._and last uwmalwe on_ 2 “‘9—0 & 3
§ . ‘m on thé date steted above, and to’the best of :my. knawledge, from the ceuses stated.
) 2I-23. SIGNATURE (D?gm or title} 22b, ADDRESS + ‘22:. DATE SIGNED
| " Z Y pbaorn 71 Q- 430/ Man /2003
m EMATION, | 23b. BATE i - 23c. NAME: OF CEM!:TERY"O_R:CR MATORY. : 23d. LOCATION (Clﬂ,v .lowné or county} ‘(Sintf) ‘ .
Fﬂ?’ﬁ‘x«lﬁ] JAN-20-L3|ST. MATI#BRWws CAM. | ST.bowuts Missou R
24, FUNERAL DIRECTOR AODRES{ 3XT (SR I | 25. DATE RECD. BY'LOCAL REG. m.-'REW‘smmwng
Do, NEWG“MF_-‘R-& dons WKaw C.rr-:. o J-2o-63

{Li d Embalmer’s $t on Reverse- Side)

21, { attended ‘the:deceated from

04 gZSO0N  mepicAL CERTIFICATION

Death occurred -at. }

USE BLACK INK
. OR
TYPEWRITER RIBBON

TTEM NO.] SHOULD READ

BY AFFIDAVIT OF




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : : : Student Embalmer No.

working under my personal supervision.

Student _ igne: , A
Signature of Student Embalmer i

Licensed Embalmer No.y?/l-f/

. P.O. Addres%_%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING! (Failure’ to comply
with the above constitutes grounds for revocation of license). . .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting, .
If this body is not embalmed, fact should be so stated ‘above. .
* 3 L 3




